A small amount of subarachnoid haemorrhage was seen around the mid-brain. There was a puncture wound on the inferior surface of the right cerebellar hemisphere. The cut surface of the brain revealed a haemorrhagic track passing upwards through the right cerebellar hemisphere, obliquely from right to left across the pons and mid-brain (Fig. 2) , through the left thalamus and up to the white matter adjacent to the left supracallosal gyrus (Fig. 3) . A metal probe was inserted through the skin wound and through the perforation in the right occipital bone; the probe lay in a line directed at the linear laceration of the dura mater on the left side on the clinoid processes. The probe-length from the skin wound to the laceration of the dura was 8 cm.. The lungs showed patches of bronchopneumonia and there was a septic tracheobronchitis.
The cause of death was given as " puncture wound of the brainstem." At the coroner's inquest the verdict was recorded as "Accidental death in accordance with the medical findings." COMMENT The case presented to the clinicians as a diagnostic problem which was unsolved at the time of death. The necropsy findings indicated that the absence of a clinical diagnosis did not in any way affect the prognosis.
In an unusual injury such as this several facts are worthy of emphasis. The opinion given by the mother that the injury was superficial was probably based upon the slightness of the puncture mark on the neck: it is commonly thought that the severity of an injury is directly proportional to the size of the skin wound ; that this is a fallacy is most clearly seen in head injuries and in penetrating wounds.
The depth of penetration of the knitting-needle is perhaps surprising: the child fell about 2 ft. (61 cm.) on to the upturned knitting-needle, which penetrated the skin, muscles, skull, and brain to a depth of about 8 cm. The literature contains several reports of accidents in which the skull has been penetrated by a simple and apparently trivial blow by objects such as knitting-needles.
In all necropsies, especially those referred by the coroner, the possibility of homicide must always be considered: in this case it was discarded after consideration of the peculiar site of the entry wound and the absence of other marks of violence, together with the general picture that the case presented. Pall-bearer's Palsy Brit. med. J., 1966, 2, 808-809 Injury to the brachial plexus in adults may be sustained as the result of the forcible wrenching asunder of head and shoulder, and Horsley (1899) demonstrated that damage to the upper roots could be produced in cadavers by dropping them in such a way that they landed on these two points. One type of accident in which this may occur is a lateral flexion injury of the cervical spine, and Roaf (1963) Eight days previously, during the rehearsal for a military funeral, A. B. was acting as a member of a coffin-bearing detail, being on the left-hand side of the coffin. He therefore had his right arm abducted until parallel with the ground, with the hand round the back of his opposite number's neck, his own neck being slightly flexed to the left. Unfortunately the latter stumbled and the extra weight of the coffin was suddenly transmitted to A. B.'s shoulder at a place midway between the point of the shoulder and the junction with the neck. He continued with the rehearsal for a further two hours in some discomfort, and noticed later in the day that he had pins-and-needles in the arm. Next day there was weakness of the limb, and a small transient bruise had appeared on the shoulder.
This was the day of the actual ceremony, .so he was replaced by C. D., who fared little better: the same individual on the opposite side of the coffin repeated his mistake of the previous day and lost his balance, with precisely the same effect. C. D. continued with his duty for a further 15 minutes, but after this he immediately observed weakness of his right arm.
When seen, neither lad had noted any return of function over the succeeding week. There was no clinical evidence of the injury to the shoulder or cervical spine in either patient, though x-ray films showed a fracture of the tip of the spinous process of C 7 in one of them (A. B.) . A. B. showed the features of a right C. 5 to 8 lesion with marked weakness and wasting of biceps and triceps and to a lesser degree of the deltoid and forearm muscles, with some weakness of grip. There was sensory blunting (and subjective paraesthesiae) of the thumb and index finger. No tendon reflex could be elicited on the affected side. There was no sympathetic involvement.
C. D. had a more extensive and severe defect. The weakness and wasting extended from C 6 to T 1 inclusive, the pectoralis major being slightly wasted. Abduction of the arm was initiated by the " trick movement " of swinging it outwards with his body, suggesting weakness of the supraspinatus, though the deltoid appeared to function normally once the arm was up. Biceps, triceps, forearm, and hand muscles showed varying degrees of weakness and wasting, and apart from a rather feeble triceps jerk the tendon reflexes were absent. The superficial sensory deficit was more severe, and extended from the sixth cervical to the first thoracic dermatome inclusive. There was again no evidence of Homer's syndrome.
The clinical features were those of a subtotal brachial plexus injury in each case. Fortunately, recovery began some three weeks after the injury, so no actual avulsion of nerve roots had occurred. Nerve-conduction studies and electromyographic findings suggested that the type of damage was predominantly axonotInesis in A. B. and neurapraxia in C. D. Three months later recovery was almost complete in all muscle groups in both subjects.
COMMENT Two cases of transient brachial plexus palsy are described in which the circumstances leading to the injury were unusual. The mechanism of injury was the sudden transmission of a considerable weight to the shoulder, a well-described cause of damage to the upper plexus. This part of the plexus was, in this situation, more than usually vulnerable on account of the slight flexion of the neck to the opposite side and the sudden accentuation of this position at the moment of impact. In these two cases there was evidence of involvement of the lower plexus as well, and it is suggested that this may have been due to the extended and abducted position of the arm at the time of the accident.
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Aldershot.
The essential treatment of decompression sickness is recompression, a treatment which is so effective that in doubtful cases it may be considered to be a diagnostic measure. A case is presented in which recompression to 6 atmospheres absolute' was associated with a serious and rapid deterioration of the patient's condition. 
